Abstract: Problematic school refusal that is child motivated is a serious but common presentation and a child psychiatric emergency. Mental health professionals, paediatricians, educators and parents are often required to work in tandem to alleviate concerns due to this. Prolonged absence from school may lead to immediate (educational backwardness) and far-reaching effects (psycho-social and educational maladjustment). Psychiatric morbidity is high in school-refusing children presenting to secondary and tertiary services and is associated with temperamental, family and environmental adversities. Outcomes can vary according to their age, duration of school refusal and environmental variables.
He is fine on the weekends and is very keen on attending school. He works himself up resulting in poor sleep and has trouble waking up in the morning. With a lot of cajoling he gets ready and is still keen on attending school. The drive to the school is a challenge and he is still talking about attending. On most days, we struggle getting him inside the campus and it becomes a physical struggle, leaving us sapped. He used to be very compliant but lately is often grumpy and oppositionala parent in my practice.
This is a typical beginning of many a family assessment that I encounter in my practice. More often than not, the young person would have already been forced to attend school using different means that would have involved at least some form of a bribe. By the time the families are referred to me, they would have used some coercive means as well. There is a high degree of relational tension, and often, parents' individual stress levels are very high, leading to burnout and increased family conflicts.
Problematic school refusal often needs clinical attention as some difficulties in attendance, especially while beginning school or occasionally in school years, are very common for most children and adolescents. The important distinction is that the refusal is child motivated and there is subjective distress associated with school attendance. The first presentation is usually in the context of unexplained somatic symptoms presenting to general practitioners and paediatricians. From a legal perspective, it is mandatory that adolescents stay in school or an equivalent learning context till the age of 17 in New South Wales, Australia. Although several authors have proposed different criteria, the one given by Kearney 1 is a useful one: 'Problematic absenteeism could refer to school-aged youths who (a) have missed most (i.e. >50%) school time for at least 2 weeks and/or (b) experience difficulty attending school for at least 2 weeks such that significant interference occurs in the child's or the family's daily life routine'. In 2008, the first criterion (a) was changed to 'missed at least 25% of total school time for at least 2 weeks', and a third criterion was added, namely, 'and/or are absent for at least 10 days of school during any 15-week period while school is in session', which added more value clinically. 2 I often use this definition, which helps in deciding when parents should seek professional help, and how soon the intervention needs to be planned. As a rule of thumb, a 10-day absence period in a school term is critical. School refusal is a symptom and not a syndrome or diagnosis. The term 'school refusal' has been used in literature because of its comprehensive and descriptive nature. 3 The best guidelines for recognising children with school refusal date from 1969 and include: children with severe difficulty in attending school, often resulting in prolonged absence; severe emotional upset, which may involve symptoms such as excessive fearfulness, temper tantrums, misery or complaints of feeling ill without obvious organic cause when faced with the prospect of going to school; child remains at home with the knowledge of the parents during school hours; and absence of significant antisocial behaviours such as juvenile delinquency, disruptiveness and sexual activity. 4 Although no specific reference is made to school refusal in either Diagnostic and Statistical Manual-version 5 (DSM-V) 5 or International Classification of Disorders-version 10, 6 a persistent unwillingness to attend school is one criterion that may contribute to the diagnosis of separation anxiety disorder. In clinics, it is also important to keep in mind the presence or absence of an anxiety and/or a depressive disorder as an added criterion. School refusal is a relatively common problem, affecting approximately 1-2% of school-aged children and 5% of clinicreferred children. It is considered an emergency in child and adolescent psychiatry. 3, 7 It is different from truancy in that children with school refusal stay at home with the knowledge of their parents, and school attendance is so distressing emotionally that they have severe difficulty attending school, a problem that often results in prolonged absence from school. They do not exhibit serious antisocial behaviour like truants. 4 In addition, school refusal poses serious problems for the child's social, emotional and educational development. [7] [8] [9] Those who did not return to school displayed more antisocial behaviour and a trend towards poorer social adjustment at 7-year follow-up.
Several clinic-based cross-sectional and longitudinal studies have reported high mental health comorbidity. In two studies at the Minnesota school refusal clinic, 50% had an anxiety disorder, 25% had a depressive disorder and 25% had a depressive and an anxiety disorder. 11, 12 In a clinic-based study with 63 school refusers, the most common diagnoses (DSM-III-R criteria) included separation anxiety disorder (38%), social phobia (30%) and simple phobia (22%). 13 Many children had multiple diagnoses, the most common comorbid diagnosis being overanxious disorder. Children with separation anxiety had an early age of onset compared to those with phobias. Phobic children had more severe school refusal compared to separation anxious children. In a study of 50 children with school refusal in Japan, the principal diagnoses (DSM-III criteria) were separation anxiety disorder (14%), avoidance disorder (26%), overanxious disorder (16%), identity disorder (10%) and adjustment disorder (22%). 14 In an
Australian study of 192 adolescents with school refusal, 101 (54%) had anxiety disorders, 99 (53%) had mood disorders, 73 (38%) had disruptive behaviour disorders and 49 (27%) had other disorders, like adjustment disorder and learning disorders (5.5%). 15 An Indian study of 33 school refusers found that 64%
were diagnosed with a DSM-IV depressive disorder, and 58% had an anxiety disorder. 16 I see many children who do not meet full criteria for any subtype of an anxiety disorder and only have subsyndromal anxiety. The presence of externalising problems is often overlooked. In actual fact, parents struggle more with externalising behaviours, which are often the cause of significant conflict. The Australian study showed a high prevalence of disruptive behaviour disorders like oppositional defiant disorder (ODD), conduct disorder (CD) and attention-deficit hyperactivity disorder (ADHD). 15 Rates of ODD among clinic-referred school refusers vary from 9 to 24%, [15] [16] [17] with high family-level conflicts. A community-based study found that 6% of school refusers were diagnosed with ODD and 5% with CD.
18
I have often wondered and argued that school refusal should receive a separate nosological status. 16 In many children, this is often the main or only presenting complaint; they do not meet criteria for an anxiety or a depressive disorder, having only subthreshold symptoms. The treatment protocol specific to school refusal is preferable to a protocol for anxiety or depression in such situations, and perhaps works well in most situations. I also find it useful to use the influence of temperamental factors on school refusal, 19 classifying it into Type I and Type II. Type I, the 'neurotic' variety, has an acute presentation, usually with a Monday onset of illness, seen in younger children, with death themes being common. The parents are well adjusted and are easy to work with. Type II, the 'characterological' type, has an obverse pattern: gradual, insidious onset in an older child in whom death themes are rare. The parents are more difficult to work with, and the prognosis is poorer than the first type.
Diagnostically speaking, separation anxiety disorder is more common among younger school refusers, and social phobia is more common in older children and adolescents. 13 Depressive disorders (and subthreshold depression) are more likely among adolescent school refusers. Some studies have reported more severe school refusal in adolescents. 16, 17 Treatment outcome has also been found to be inferior for older school refusers relative to younger school refusers. 10, 16, 20 From a developmental perspective, it is not surprising to see more adolescents resisting return, increasing the challenge for parents and educators.
There have been few long-term follow-up studies in children with school refusal, however, with methodological issues around variables studied and criteria used. 21 A study on separation anxious school refusers with average follow-up of 20-29 years (DSM-III criteria) revealed that children with school refusal had more psychiatric consultations, were living socially isolated and were suffering from anxiety disorders. 9 In a 10-year follow-up study of 143 of 168 school refusers, 30% received treatment for psychiatric disorders, 14% had seen a psychiatrist, and 5% had been admitted for psychiatric treatment. 8 
Assessment
A comprehensive multi-informant assessment using diagnostic interviews, medical assessment (to rule out primary medical reasons for anxiety or low mood: at least thyroid functions and iron studies), functional assessments, self-reports, parent and teacher reports, a review of the young person's school attendance and consultation with school is important. Clarifying real reasons for anxiety at the school, including bullying and stress on social media, is imperative so that the interventions can be tailored. A thorough assessment should include family dynamics and factors contributing and/or maintaining the school refusal behaviours. Not uncommonly, I come across children with anxiety due to parental physical and mental ill health refusing school having taken a parentified carer's role. Self-report measures not highlighted here are useful in research and can also aid clinical judgements.
Management
Even without any structured intervention, a small number of school refusers do well with possibly a natural remission, returning to school. The majority continues to have significant impairment needing professional help. The results of a recent systematic review provide support for cognitive behaviour therapy (CBT) for the treatment of children and adolescents with school refusal, at least for the improvement of school attendance. 22 Very few studies have used a rigorous methodology in assessing the efficacy of treatments. Treatment planning should include: (i) the date and day of school return according to the timetable and preferred subjects; (ii) the adult lead at home and at school (it is often useful to break the parent-child relational tension by involving a different family member or friend); and (iii) contingency management, including safety strategies at the school (mostly done after an initial school meeting). Doing 'dry runs' around the school premises and even during holidays avoids breaking the exposure cycle and can help reduce anxiety if carefully planned. The 'primum non nocere' principle needs a balance, with the return being carried out in the least stressful fashion. Berg and others argue for taking pressure off the child to go to school while providing home tuition and being treated for anxiety 8 ; however, it is clear that this reinforces avoidance and should be avoided.
I find that using the child's preference in treatment planning and graded early part-time return has many benefits, including giving a sense of control to the young person and improving engagement in treatment. Many studies have suggested that an early increase in attendance is important irrespective of the core treatment modality used.
CBT works on the inter-relationship between dysfunctional thoughts and behaviour to influence positive change. The treatment also has to focus on family communication and problem-solving skills. School consultation is crucial throughout the intervention phase. The important steps include collaboration in agenda setting; providing a clear rationale when introducing a specific skill; making use of educational handouts; regularly checking out the client's understanding; engaging the client in self-monitoring (e.g. anxiety, depression, cognitions); facilitating collaborative problem-solving discussions; modelling skills; engaging clients in skills' rehearsal and providing positive and constructive feedback; and setting home tasks to strengthen and generalise skills learned in-session and to gather information about progress to further inform treatment planning. 23 Parenting support and behavioural management principles need to be carefully planned as externalising problems in the form of oppositional and defiant behaviour may pose significant challenges. Specific school-related issues such as bullying need to be addressed simultaneously.
Judicious use of psychotropic medication, only when the comorbid anxiety and depressive disorders are of at least a moderate severity, is important. The behavioural intervention (early return) should not be delayed until medication is taking effect unless the risks due to the depressive disorder are high enough for this to happen.
Missed Opportunities
Very often, I get referrals for adolescents who are 16 years or over, have dropped out of school and have already entered some form of vocational habilitation. The common referral question is to diagnose and treat ADHD. 24 On assessment, it becomes clear that these young men and women have missed receiving early intervention for specific learning disorders, which made school environment not reinforcing and, for most, a negative experience. Quite a few of them would have had early expressive language (often subtle) delays, school readiness difficulties and subsequent specific learning disorders, which were never identified. Our system has failed these youngsters, and often in the context of a resource crunch, with a lack of trained school psychologists to assess and provide timely remedial help.
Presence of a learning disorder may act as additional stress to the child and may also cause depressive/anxiety symptoms as performance at school is associated with self-esteem, peer recognition and achievement, causing school refusal. Recognition of learning disorders and initiation of intervention for the same may have helped the child return to school and enjoy learning.
A Note on Pragmatism
Another common situation that I encounter in my practice is when children and adolescents with an autism spectrum disorder (ASD) with or without an anxiety disorder struggle with the social challenges at the school. They are often very bright but simply do not cope with the school setting. Despite several trials (and often tribulations), their return to school becomes difficult to achieve.
They often do well either with home schooling or distance education. The approach should be about them not missing out on learning opportunities and facilitating other socialising experiences outside of school. It often poses a difficult dilemma when the treatment approach being used is likely to encourage avoidance.
Conclusions
School refusal is a heterogeneous phenomenon and is affected by several factors like the school environment, age and temperament of the child and family influences. School refusal is mainly associated with anxiety disorders in children and with anxiety and depressive disorders in adolescents. Psychiatric morbidity is high in the clinic population, causing significant distress to the child and the family. This calls for early recognition and appropriate intervention to ensure early return to school and prevent the medium-and long-term adverse psycho-social consequences and economic burden.
